INTRODUCTION AND OBJECTIVES: The aim of this study was to assess the results of kidney transplant (KT) in patients with bladder augmentation (BA).
METHODS: Between 1988 and 2015, 64 patients with BA (3 after KT) underwent kidney transplantation, due to significant lower urinary tract dysfunction. There were 40 males and 24 females. Ten second and 1 third KT were performed, comprising 75 KT in 64 patients. 44 were from living donor and 31 from deceased donor. Mean age at first KT was 22.54AE15.09 (3-64) years and mean age at first bladder augmentation was 18.31 AE 13.83 (2-64) years. The etiology of bladder dysfunction was neurogenic bladder due to spina bifida (23 patients), posterior urethral valve (12 patients), vesico-urethral reflux (6 patients), tuberculosis (8 patients) and other causes (14 patients). The bowel segments used in the augmentation included ileum in 45(70.3%) patients, ileocecal in 3(4.7%) patients and sigmoid in 4(6.3%) patients. The ureter was used in 12 (18.8%) patients. Redo BA was performed in 4 patients (1 ureterocistoplasty and 3 ileocistoplasty), all after ureterocistoplasty. In 2 patients, it was performed before the first kidney transplant.
RESULTS: Mean follow-up after first BA was 172.47 AE112,07 (11-522) months. Overall patient survival was 77.6% and actuarial graft survival at 1,2,5,7,9 and 10 years was 92%, 87.6%, 81.2%, 67.8%, 65.7% and 53.9%, respectively. Surgical complications included 1 vesicocutaneous fistula and 1 stenosis of ureteral reimplant. 51(79.7%) patients were in clean intermittent catheterization. Symptomatic or febrile urinary tract infections (UTI) occurred at least 1 episode in 79.3% of patients. Ten (62.5%) patients died of unrelated cause and 6 (37.5%) patients died due to related causes. The main cause of graft loss was chronic allograft nephropaty in 21 (77.7%) patients.
CONCLUSIONS: Augmentation cystoplasty is a safe and effective treatment for lower urinary dysfunction. Patients must be followed up closely with special attention to UTIs. Survival graft after 10 years seems to similar to regular KT recipients. 
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INTRODUCTION AND OBJECTIVES:
Urorectal fistulation is an uncommon consequence of a number of problems but particularly after the treatment of prostate or rectal cancer. Where there is little doubt that post-surgical fistulae can be repaired with satisfactory results, the impact of radiotherapy on the outcome of fistula repair is controversial. Herein we review our experience.
METHODS: We have repaired 127 urorectal fistulae in the last 10 years with a minimum of one year of follow-up. 24 patients have died or have been lost to follow-up leaving 41 patients who had an abdomino-perineal repair and 62 patients who had a transperineal repair -103 patients in all. Of the 41 patients having an abdominoperineal repair, 37 (90%) had had radiotherapy, or the combination of radiotherapy and surgery. Only 4 (10%) patients had a surgical cause of their fistula (NB these patients do not include patients with vesico-colic fistulae or other intra-abdominal fistulae). In the transperineal group 18 had had previous radiotherapy (29%) and the remaining 44 were purely post-surgical fistulae (71%). The principle implication for an abdominoperineal repair is to deal with sepsis in the pre-sacral space or to deal with radiotherapy problems affecting the bladder or otherwise for omental wrapping of any repair. RESULTS: After a tansperineal repair there were 5 failures in each of the two groups. All 10 failures underwent an abdomino-perineal repair subsequently with a satisfactory outcome in 4 out of 5 in each group. The overall success rate of transperineal repair, therefore, is in excess of 95%. After abdomino-perineal repair the success rate in both groups was in excess of 90% in both the surgical and the irradiation group.
CONCLUSIONS: 91% of patients with post-surgical fistulae can be treated by transperineal surgery with a 98% success rate. Only 31% of post-irradiation patients can be treated transperineally. The other 69% will require an abdomino-perineal repair and both approaches are only suitable in carefully selected patients, although the results are satisfactory in 95%. Although the overall success rate is satisfactory, the postoperative morbidity of post-irradiation patients undergoing abdomino-perineal surgery is high (62%), the recovery is protracted and the return to functional normality prolonged. INTRODUCTION AND OBJECTIVES: The potential need for clean intermittent catheterization (CIC) is known to increase in overactive bladder (OAB) patients (pts) after onabotulinumtoxinA (onabotA) treatment. We determined the risk of CIC, and efficacy and quality of life (QOL) outcomes after treatment with onabotA in different age groups in a post hoc analysis of a large cohort of OAB pts.
Source of
METHODS: Data from two onabotA randomized, placebocontrolled phase 3 trials and a post-marketing study were pooled for analysis (N¼1177). Pts treated with onabotA 100U in treatment 1 and placebo pts who received open-label onabotA in treatment 2 were grouped by age: <40 (n¼90), 40-49 (n¼156), 50-59 (n¼263), 60-69 (n¼343) and !70 (n¼325) years. Assessments at week 12 after treatment were: incidence and duration of CIC, mean and % change from baseline (BL) in urinary incontinence (UI) episodes, proportions of pts with !50% UI reduction, positive response (urinary symptoms 0 improved 0 / 0 greatly improved 0 ) on the treatment benefit scale (TBS), and change from BL in Kings Health Questionnaire (KHQ) Social Limitations and Role Limitations domains. Adverse events (AEs) were assessed.
RESULTS: CIC rates after onabotA treatment were lowest in the <40 group (1.1%) and increased slightly with age (3.2%, 5.3%, 5.3% and 7.2% in the 40-49, 50-59, 60-69 and !70 groups, respectively). Mean (median) CIC duration in the <40 and 40-49 groups was 3 (3) and 44 (26) days and ranged from 78 (68) to 88 (74) days in the e744 THE JOURNAL OF UROLOGY â Vol. 197, No. 4S, Supplement, Sunday, May 14, 2017 other groups. Mean UI episodes/day at BL were 3.9, 4.8, 5.2, 5.7 and 6.0 in the <40, 40-49, 50-59, 60-69 and !70 groups. A robust treatment response was noted in all groups including substantial reductions in UI episodes/day (-2.4, -2.6, -3.1, -3.6 and -2.9) and % change in UI (-60.8%, -50.4%, -62.4%, -64.4% and -46.8%). High proportions of pts in all groups achieved !50% UI reduction (range: 58.2%-71.1%), a positive TBS response (range: 66.2%-73.8%) and improvements from BL in KHQ domain scores~3-6x the minimally important difference (-5 points). Urinary tract infection was the most common AE in all groups. CONCLUSIONS: In this large cohort of onabotA-treated OAB pts, CIC risk increased slightly with age but was low in all age groups and accompanied by substantial reductions in UI, improvements in QOL and treatment benefit. The <40 group had the lowest rate of CIC (1.1%) with a duration of 3 days. OnabotA was well tolerated in all age groups. Bladder contractility was classified as weak, normal and strong according to the bladder contractility index (BCI) of <100, 100-150 and >150. Detrusor underactivity (DUA) was defined as BCI<100. Subjective and objective parameters were compared according to the degree of contractility.
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RESULTS: Among 768 patients, 351 (45.7%) had DUA and 63 (7.9%) had strong contractility. Mean age, preoperative IPSS, QoL, Qmax and prostate volume were 69.3 years, 19.2, 4.2, 9.2mL/sec and 70.8mL, respectively. Patients having stronger bladder contractility tended to be younger, have larger prostate volume, higher preoperative OABSS, UPS, bladder outlet obstruction index and larger PVR with significant tendency according to the contractility. However, preoperative Qmax and IPSS were not different among 3 groups. At postoperative 6 months, Qmax, IPSS voiding and QoL were significantly improved as the degree of contractility increases, whereas OABSS, PVR and UPS were not different among 3 groups. Overall, 93.9% of patients were satisfied after the surgery and 99.0%, 94.2% of patients reported improvements and willingness in ORA and WUSAQ, respectively. Patient satisfaction were not different by the degree of contractility. Multiple logistic regression analysis showed that the history of neurologic disease (OR 0.23; 95% CI 0.10-0.50, p<0.001) was the only risk factor for decreased satisfaction.
CONCLUSIONS: Patients having DUA tended to have less improvement in voiding symptoms postoperatively than those without DUA. However, patient satisfaction were not affected by the degree of bladder contractility. RESULTS: Fifty patients (mean age 66 AE 8 years, DM duration 7 AE 1 years) were enrolled. Twenty patients without DR or DN showed 5 normal (25%), 4 DO (20%), 4 DHIC (20%), and 7 DU (35%) patterns on PFS; 17 patients with DR but no DN showed 2 normal (11.7%), 9 DHIC (52.9%), and 6 DU (35.2%) patterns; 13 patients with DR and DN showed 3 normal (23.0%), 3 DHIC (23.0%), and 7 DU (53.8%) patterns. Univariate analysis indicated that DM duration, hemoglobin A1c (HbA1c) level, and DR were significantly negatively correlated with BCI (r 2 ¼ 0.13, p ¼ 0.02; r 2 ¼ 0.11, p ¼ 0.03; r 2 ¼ 0.28, p ¼ 0.001, respectively). Multivariate analysis also revealed that DM duration, HbA1c level, and DR were significantly negatively correlated with BCI (r 2 ¼ 0.44, p ¼ 0.04, p ¼ 0.02, and p ¼ 0.02, respectively). Furthermore, univariate and multivariate analyses showed that first desire volume (FDV) was significantly positively correlated with post-void residual (PVR) urine (r 2 ¼ 0.49, p < 0.001 and r 2 ¼ 0.63, p < 0.001) and voiding efficiency (r 2 ¼ 0.14, p < 0.001 and r 2 ¼ 0.63, p < 0.001). In addition, maximum cystometric capacity (MCC) was significantly positively correlated with PVR (r 2 ¼ 0.28, p < 0.001). However, FDV and MCC were not significantly associated with other urodynamic parameters, including BCI.
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CONCLUSIONS: Our study indicated that DM patients had diverse progressive bladder dysfunction patterns. Moreover, impaired bladder sensation increased PVR independent of detrusor contractility.
Source of Funding: None
PD39-04 SACRAL NEUROMODULATION FOR DETRUSOR HYPERACTIVITY WITH IMPAIRED CONTRACTILITY
Derek Hennessey*, Nathan Hoag, Johan Gani, Melbourne, Australia INTRODUCTION AND OBJECTIVES: Detrusor hyperactivity with impaired contractility (DHIC) is a challenging condition to manage. Sacral neuromodulation (SNM) is a proven treatment modality for both the individual aspects of DHIC. To date, reporting the effect of SNM on a DHIC cohort of patients is lacking.
METHODS: Consecutive patients undergoing SNM for DHIC were followed prospectively, from April 2013 to October 2016. Patient Vol. 197, No. 4S, Supplement, Sunday, May 14, 2017 THE JOURNAL OF UROLOGY â e745
